78-year-old woman with a history of colon cancer with metastasis to the liver was presented to our emergency department because of bilateral groin pain and difficulty in walking, which had gradually increased during the previous 5 days. The pain was of sudden onset, radiating to the back, without aggravating or relieving factors. It was associated with constipation, dysuria and vaginal discharge. She reported passing fecal matter from the vagina one month ago. On physical examination, she appeared malnourished. Her blood pressure was 98/65 mmHg, with a 108 beats/min heart rate and 28 breaths/min respiratory rate. She was afebrile. Physical examinations were unremarkable, except for pale conjunctiva, abdominal distention, and diffuse tenderness especially over the umbilicus with guarding tenderness. Bowel sounds were decreased. Pelvic examination showed a yellowish odorous vaginal discharge from the external orifice of uterus. A complete blood cell count showed the following: leukocyte count, 34,200/mm3; segmented neutrophils, 87.5%; hemoglobin level of 7.4 mg/dl; hematocrit, 18.8%; and platelet, 180000/uL. Other laboratory studies included: glucose, 86 mg/dL; serum urea nitrogen, 28 mg/dL; serum creatinine, 0.87 mg/dL; sodium, 142 mEq/L; potassium, 4.8 mEq/L; albumin, 2.5g/dL; a carbohydrate antigen 19-9 level of 3,244 U/ml, and a carcinoembryonic antigen (CEA) level of 64.6 ng/ml. Coronal and axial cuts of patient's abdominopelvic computed Tomography (CT) are shown in figures 1 and 2.
Case presentation:
78-year-old woman with a history of colon cancer with metastasis to the liver was presented to our emergency department because of bilateral groin pain and difficulty in walking, which had gradually increased during the previous 5 days. The pain was of sudden onset, radiating to the back, without aggravating or relieving factors. It was associated with constipation, dysuria and vaginal discharge. She reported passing fecal matter from the vagina one month ago. On physical examination, she appeared malnourished. Her blood pressure was 98/65 mmHg, with a 108 beats/min heart rate and 28 breaths/min respiratory rate. She was afebrile. Physical examinations were unremarkable, except for pale conjunctiva, abdominal distention, and diffuse tenderness especially over the umbilicus with guarding tenderness. Bowel sounds were decreased. Pelvic examination showed a yellowish odorous vaginal discharge from the external orifice of uterus. A complete blood cell count showed the following: leukocyte count, 34,200/mm3; segmented neutrophils, 87.5%; hemoglobin level of 7.4 mg/dl; hematocrit, 18.8%; and platelet, 180000/uL. Other laboratory studies included: glucose, 86 mg/dL; serum urea nitrogen, 28 mg/dL; serum creatinine, 0.87 mg/dL; sodium, 142 mEq/L; potassium, 4.8 mEq/L; albumin, 2.5g/dL; a carbohydrate antigen 19-9 level of 3,244 U/ml, and a carcinoembryonic antigen (CEA) level of 64.6 ng/ml. Coronal and axial cuts of patient's abdominopelvic computed Tomography (CT) are shown in figures 1 and 2.
What is your diagnosis?
A Diagnosis: CT of the abdomen and pelvis showed severely distended uterine containing air bubble and fecal material that were consistent with diagnosis of colouterine fistula.
Case fate:
Considering the patient's malignancy, associated comorbidities, and lack of signs of peritonitis, the patient denied colostomy. She was kept fasting and started on partial parenteral nutrition and intravenous antibiotics. She was admitted with plans for hospice care and died 12 days later. Discussion: Colon cancer associated fistula formation is a relatively rare complication. The most common type of fistula is a colovesical fistula followed by a colovaginal fistula arising from the sigmoid colon (1, 2). Colouterine fistula formation secondary to colon cancer is an extremely rare complication because of the uterus being a thick muscular organ. A colouterine fistula was first reported by Lejemtel in 1909 (3). Three main etiologies including uterine trauma, presence of abscess rupture into the bowel and the uterus, and uterine or sigmoid carcinoma have been described. A colouterine fistula might be caused by the spontaneous rupture of a gravid uterus, uterine or sigmoid colon cancer, radiotherapy, polymyomectomy, and foreign body (4-6). Diverticulitis or malignancy of the sigmoid colon can present as pyometra. Clinical manifestations of colovaginal and colouterine fistulas may be similar (7) . Colon cancer may invade the uterine with subsequent abscess formation that results in colouterine fistula formation. Fistula formation by colonic cancer occurs when a tumor extends or ruptures into an adjacent organ such as bladder, small bowel or vagina (8, 9) . CT is routinely performed for diagnosis in patients with a suspected colouterine fistula. In a colouterine fistula, air bubbles in the uterine cavity and colon wall joined to the uterus may be identified in CT findings (7) . Colouterine fistula secondary to sigmoid cancer is a very rare condition. Colouterine fistula can present with malodorous vaginal discharge. Acute abdomen is now most commonly evaluated by CT in the emergency department. The diagnosis is easily made with clinical history and abdominopelvic CT scan, which reveal the presence of an extraluminal gas collection within the uterine (4, 9) .
Conclusion:
Fecal vaginal discharge may be indicative of a colouterine or a colovaginal fistula. Patients often present with passage of gas, malodorous fecal or purulent vaginal discharge for days or months. Diagnosis depends on a high index of suspicion. It should be suspected in any patient with a persistent vaginal discharge.
